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DEVITT’S CAMP, 


Allenwood, Penna. 


[Tuberculosis] 
ON WHITE DEER MOUNTAIN, 
20 miles southeast of Williamsport, Pa. 


An extract from “On Getting Well” a Booklet given to all Patients of Devitt's Camp ca 


FOREWORD 


The purpose of this booklet is not only to give the individual an insight into his diseas¢, 
but to give him a rightful feeling of confidence and to promote cooperation between 
him and his doctor. If the patient understands the principles upon which the pros 
visions for his treatment are based, and if he is assured of his physician’s interest and 
watchfulness, the groundwork for mutual cooperation has been laid. It is by such an 
association that the earliest return to health is obtained. — Wittiam Devitt, M.D, 


Ross K. M.D. Devirt, M.D, 
Joun S. Packarp, M.D. Superintendent and Physician 
Associate Physicians in Charge 
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CALIFORNIA SANATORIUM@ 


BELMONT 
California 


Located in the well-known sunny belt of the Peninsula, about thirty 
miles south of San Francisco. Large park, semi-tropical 
grounds, walks especially laid out for 
graduated exercises. 
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Not too hot in summer, not too cold in winter. : 
Two physicians on duty day and night. 
Graduate nurses. 
DR. MAX L. ROTHSCHILD DR. HARRY C. WARREM 


Medical Director Associate Med. Dir. 
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Editorial Comment 


Editor’s 
Note 


It is NoT the policy of DiIs- 
EASES OF THE CHEST to publish 
articles on tuberculosis written 
by the laity, but the article en*itled “Stop! 
Rest!” by John Chapman Hilder which ap- 
peared in the September issue of the Good 
Housekeeping Magazine so vividly por- 
trays the reaction of the patient toward 
the physician and also the feeling of the 
patient toward the sanatorium that we 
have made an exception to our editorial 
policy in this instance. 

The regrettable part of Mr. Hilder’s 
story is that the facts enumerated are not 
only true in Mr. Hilder’s case but are 
evident in thousands of cases in sanatoria 
thruout the country. 

DISEASES OF THE CHEST is published 
monthly to assist you to make such stories 
as “Stop! Rest!” unnecessary. M. K. 


Education in 
Tuberculosis 


WITH THE ADVENT of De- 
cember, when we think tu- 
berculosis we think of the 
educational program of the National Tu- 
berculosis Association made possible by 
the annual seal sale. This educational pro- 
gram for twenty-five years has carried to 
the laymen the story of tuberculosis, the 
contagion, and how to prevent it. Educa- 
tion of the public in tuberculosis has done 
a great deal towards reducing the death 
rate from tuberculosis in the United States 
from first to seventh place. 


Official Organ of the Federation of American Sanatoria 
Editorial offices 1018 Mills Building, El Paso, Texas 
Business Address 6605 Sunset Blvd., Los Angeles, Calif. 


CHEST 


(A MONTHLY PUBLICATION) 


“The most important factor in diagnosis in 
the majority of cases of pulmonary tu- 
berculosis is keeping the disease in mind.” 

Lawrason Brown, M. D. 


There is much for the medical profes- 
sion to ponder over when we consider 
education in tuberculosis. When the Na- 
tional Tuberculosis Association and _ its 
component societies carry to the public an 
educational curriculum in tuberculosis, it 
is in fact an admission that the medical 
profession has been unable to adequately 
cope with the tuberculosis problem and 
that the people, themselves, must be train- 
ed and counselled in such known processes 
as may tend to reduce the incidence of this 
great infection. The education of the pub- 
lic has proved inadequate to meet the tu- 
berculosis problem. More education is nec- 
essary if we are to reduce this major in- 
fection from its present stronghold. 

It would seem that the education of the 
future should not be so much the educa- 
tion of the layman but of the physicians 
themselves. And it is not necessary that 
physicians be educated in some new dis- 
covery but rather that there be assembled 
and correlated the present classical facts 
that we have actually in our possession 
today, but facts that we are not utilizing 
to the fullest degree possible for the pro- 
fessional management of this disease. 

There are two groups of us that should 
be educated in tuberculosis. The first 
group is composed of bedside physicians, 
those general practitioners and internists 
who are called to the acute case. It is 
known to the profession that the tubercle 
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bacillus may be responsible for the acute 
pulmonary illness, most frequently diag- 
nosed as broncho-pneumonia. How many 
physicians are tuberculosis conscious to 
the degree that when they are called to the 
bed-side of an acute pulmonary illness that 
they have in mind the causative factor 
might be the tubercle bacillus? How many 
physicians have their patient x-rayed six 
weeks following the “broncho-pneumonia” 
or “influenza” because they realize that 
the acute illness might have been due to 
the tubercle bacillus and the case should 
be investigated weeks later to ascertain 
whether or not resolution has occurred? 
What a great contribution it would be to- 
wards the tuberculosis problem if the 
educational program carried to the bed- 
side doctors of the United States, tubercu- 
losis consciousness for the attempted di- 
agnosis of the acute pulmonary case pre- 
senting. 

The other great group of physicians who 
need education are those physicians who 
treat pulmonary tuberculosis. These phys- 
icians know the value of hospitalization, 
the value of bedrest together with other 
hygienic measures, they are versed in the 
various methods of pulmonary compres- 
sion, but they have insufficiently cor- 
related their methods of treatment and 
regimented them, if you please, to that 
state where they are living under the 
slogan: “Open tuberculosis must be 
closed.” 

Again it is a case of carrying to a group 
of physicians facts already known to us 
but when correlated lead us to a state of 
consciousness that when we have an open 
case of pulmonary tuberculosis presenting 
that our entire effort should be to close 
it. 

Our imagination might carry us to great 
heights if we thought of the results that 
could be obtained if the bed-side physician 
made a truly early diagnosis of tubercu- 
losis in its truly first clinical stage. And 
then our imagination would carry us into 
the realm of the millennium when we 
think of the results that would be obtained 
towards the control of this infection if all 
of our men treating tuberculosis operated 
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under the slogan that “Open Tuberculosis 
Must Be Closed.” And to accomplish thege 
two great results we need no new informa. 
tion. We have adequate proven facts tp 
accomplish both of these ends, if we wij] 
but disseminate them properly to those 
two great groups of our profession. 

So as the National Tuberculosis As. 
sociation launches its drive for educatiog 
of the public in tuberculosis for 1936, 
should we not hang our heads at least fay 
enough forward to ponder, if not to hang 
our heads in shame. We have not carried 
the proper education of tuberculosis to our 
very own profession. May 1936 bring more 
education in tuberculosis, not so much to 
the public but to the physicians them- 
selves. 0.E.E. 


A Section on 
Diseases of the 


Chest at A. M. A. 


AT A RECENT meeting 
of the Southwestern 
Medical Association 
the following resolu- 
tion was voted favorably: 

“Whereas, pulmonary tuberculosis re 
mains one of the greatest causes of death 
in this country, accounting for the loss of 
59.5 lives per 100,000 population in 1933, 
and 

Whereas, this economic depression has 
caused conditions of poverty, exposure, 
etc. which are conductive to an increase 
in the incidence of this disease, and 

Whereas, there are entirely too few 
medical colleges which have departments 
devoted exclusively to teaching diagnosis 
and treatment of diseases of the chest, and 

Whereas, .adequate post graduate in- 
struction in diagnosis and treatment of 
tuberculosis is available only to a select 
few, and 

Whereas, the program of the National 
Tuberculosis Association stresses largely 
the sociological rather than the medical 
aspect of tuberculosis, 

Beit Therefore Resolved, that the 
Southwestern Medical Association go 
record as favoring the establishment of 
section on Diseases of the Chest at the 
Annual Meeting of the American Medical 
Association, and 

Be it Further Resolved, that the secre 
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tary of this Association be instructed to 
snd a copy of this resolution to the Pres- 
ident and Secretary of the American Med- 
ical Association and to the Editor of the 
Journal of the American Medical Associa- 
tion.” 

This resolution needs little comment. 
That there is a crying need for more op- 
portunities for the general practitioner to 
receive instruction in the diagnosis and 
treatment of tuberculosis and other chest 
ailments cannot be denied. These physi- 
cians must now depend upon occasional 
articles in various medical journals for 
their information concerning recent ad- 
vances in diagnosis and therapy of these 
diseases. Medical journals devoted en- 
tirely to this specialty are, in most cases, 
beyond the financial reach of the average 
doctor. This is the principal reason for 
the publication of this magazine, DISEASES 
OF THE CHEST. 

The meetings of the National Tuber- 
culosis Association are attended iargely 
by specialists in this disease and, there- 
fore, offer little to the man who is able 
to go to only one or two meetings a year. 
The sociological program of the National 
Tuberculosis Association is by no means 
condemned. Asa health measure it is ex- 
cellent, but as a method of helping phy- 
sicians in general practice learn more 
about these diseases it is relatively weak. 

Every doctor should be interested in the 
establishment of this section at the Amer- 
ican Medical Association Meeting. 
EASES OF THE CHEST strongly urges such 


action. R. B. H., JR. 
Pulmonary IT IS WELL known that 
Hemorrhage hemostasis may occur at 


any time during the 
course of pulmonary tuberculosis. It may, 
apparently, occur without regard to the 
extent or nature of the morbid pulmonary 
change. Its development is entirely in- 
dependent of subjective symptoms or 
Physical signs. It may occur in the ab- 
sence of fever, cough, emaciation, pulmon- 
ay excavation and recognized cardiac or 
reulatory disturbance. Even in the midst 
f seeming health and vigor alarming 
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hemorrhages often occur, copious loss of 
blood, suggesting a possibility of a rup- 
tured aneurism. On the other hand many 
patients are permitted to linger for years 
without hemorrhagic experience, although 
the lungs are known to have undergone 
very extensive destructive changes. 
Various observers have reported the 
proportion of pulmonary invalids suffer- 
ing from hemorrhage to be from 20 to 
80%. In considering such diverse per- 
centages, due allowance must be made for 
the vitally different conditions under 
which the respective groups of patients 
are observed. It is easy to understand 
why hemorrhages should be decidedly 
more frequent among the invalids who 
are not subject to disciplinary control 
than among those confined within closed 
sanatoria. The striking disparity re- 
corded as to the frequency of hemorrhages 
within and without sanatoria has been as- 
serted to be incident purely to the super- 
visory regimen practiced in suck. institu- 
tions. C.M.H. 


FEVER, by virtue of its over- 
whelming prognostic signifi- 
cance, surpasses in importance all other 
symptoms of pulmonary tuberculosis. 
Persisting elevation of temperature fur- 
nishes more reliable evidence upon which 
to base unfavorable conclusions regard- 
ing the ultimate success than any other 
clinical feature in the course of pulmon- 
ary tuberculosis. The continuous fever 
is an insuperable obstacle to recovery. The 
development of fever is known to be en- 
tirely independent of the physical signs, 
the stage of the disease, or the nature and 
extent of the pathologic process. Most 
extensive areas of active tuberculous in- 
fection may exist without any appreciable 
elevation of temperature. 

Rest, both physical and mental, is ab- 
solutely necessary if an effort to control 
continuous fever is to be accomplished. 
The maintenance of bed rest continuously 
during the 24 hours in the day is often 
attended with remarkable results even in 
far advanced cases. C.M.H. 
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Present Day Conception 
of Renal Tuberculosis* 


IT MAY BE WELL to state 
briefly the facts that are 
known at present relative 
to renal tuberculosis. It is 
important that the general medical profes- 
sion should be kept informed of the prog- 
ress that has been made in this field, for 
in no class of urological cases can the 
general practitioner be of greater service 
than in the management of cases of tuber- 
culosis. Exhaustive studies have been car- 
ried out during the past ten years which 
have somewhat modified our views of 
renal tuberculosis. 

It is now generally accepted that renal 
tuberculosis is always a secondary lesion. 
It is usually a blood-borne infection. The 
respiratory system is most frequently the 
original focus, nodes in the hilum giving 
off bacilli which enter the blood stream 
through the lymphatic duct; the final 
lodging place of the bacilli setting up a 
disease process depending largely upon 
local resistance and the number and viru- 
lence of the organisms present. Multiple 
lesions, such as in bones, joints, and kid- 
ney, seem to be simultaneous infections. 

It is thus seen that both kidneys are 
subjected simultaneously and equally to 
the possibility of a tuberculous infection. 
Aside from the lowering of resistance in 
one kidney, possibly due to traumatic in- 
jury or some interference with kidney 
drainage, each kidney is quite as liable to 
infection as its fellow. Also, when genital 
tuberculosis is the origin, thence to the 
trigone of the bladder, both kidneys may 
be involved by direct ascension along the 
ureters. With both kidneys exposed simul- 
taneously to infection, there is reason to 
believe that in probably a large proportion 
of cases, the earliest lesions of renal tu- 
berculosis are bilateral, also that these 
earliest lesions are rion-destructive in 
character and frequently heal. 


Unilateral renal tuberculosis may also 
The 
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sumptives Relief Society, 


8 


BY 
ELI A. MILLER, B.A., M.D, 
Denver, Colorado 


originate by extension jnto 
the kidney of a tuberculoys 
disease from a nearby or. 
gan. Infection by extension 
can come from the nearby intestinal tract, 
from the para-aortic glands, from the 
vertebral bodies or from the adrenals. 
Thus it is seen that tuberculosis of the 
kidney may originate as a unilateral or 
bilateral infection. 


Studies by pathologists and urologists, 
notably Thomas and Kinsella, connected 
with sanatoria, where large numbers of 
cases of general tuberculosis are under 
observation for periods of years have 
shown that the only finding in very early 
cases of renal tuberculosis may be the 
discovery of tubercle bacilli in the urine; 
that the presence of tubercle bacilli in the 
urine denotes renal involvement; and that 
probably seventy per cent. of the cases of 
renal tuberculosis are at first bilateral; 
also that the very early non-destructive 
kidney lesions sometimes heal. 


The examination, by Medlar of 100,000 
serial sections of the kidneys in thirty pa- 
tients who had died of advanced pulmona- 
ry tuberculosis, but who had _ not had 
clinical symptoms of renal involvement, 
showed in twenty-two cases, that renal tu- 
berculosis was present and in every case 
in which both kidneys were examined the 
disease was bilateral. In addition he also 
found scars representing healed lesions it 
seventeen of the cases. 


In the earliest cases of renal involve 
ment, the symptoms are masked. Probably 
the majority of the earliest renal lesions 
are in the cortex, being found in the 
glomeruli or in the tissues between the 
tubules. Until such lesions ulcerate into 
a collecting tubule, tubercle bacilli will no 
be found in the urine. These discrete le 
sions may heal in one kidney, while they 
become advanced in its fellow. The lesions 
may ulcerate into a collecting tubule, wher 
tubercle bacilli will be found in the urine. 
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The infected urine may now cause lesions 
to develop in the less resistant tissue of a 
renal papilla where ulceration at once 
takes place into a calyx setting free blood, 
pus cells, and tubercle bacilli in the urine, 
giving rise to all the clinical manifesta- 
tions of renal tuberculosis. The picture 
then presented is the one most often seen 
by the urologist, i.e., that of unilateral 
destructive renal tuberculosis. Such an un- 
derstanding of the pathological process of- 
fers some explanation for the common de- 
lay in establishing an early diagnosis of 
renal tuberculosis, and also its apparently 
unilateral character. 
Types of Renal Tuberculosis 

We should distinguish clearly the sev- 
eral types of renal tuberculosis, of which, 
from the practical point of view, there are 
three definite, essential groups. 

The first group comprises renal dis- 
orders which may or may not be due to 
activities of the tubercle bacillus within 
the renal substance. The majority of these 
cases have undiagnosable renal cortical 
lesions. Such cortical lesions may effect 
communication with a tubule and in this 
manner tubercle bacilli gain entrance to 
the excretory channels and may be found 
in the urine. As stated before, it is the 
modern point of view that tubercle baccil- 
luria is an indication of a renal lesion and 
does not occur as the result of excretion 
of tubercle bacilli from the blood by the 
healthy kidney. In the absence of ad- 
vanced renal destruction as evidenced by 
complete study we would not advise oper- 
ation in cases of this kind even though 
bacilluria were persistent and unilateral. 

A second group, comprising the uni- 
lateral ulcero-cavernous form of renal tu- 
berculosis, are definitely surgical. 

The third group comprises the advanced 
bilateral type for which surgery is un- 
available. Bilateral cases should not be 
operated upon unless one kidney demands 
removal for reasons other than the pres- 
ence of tuberculosis; that is, for complica- 
tions such as pain, hemorrhage or severe 
mixed infection giving rise to profound 
toxemia. 


Prognosis in Non-Operative Cases 


Remberg reports spontaneous arrest of 
renal tuberculosis in 1 of 213 cases and 
Wildbolz analyses a series of 316 non- 
operative cases of which 218 died, 99 of 
them within two years of the onset of the 
disease, and of the 98 survivors 68 still 
suffered severe bladder symptoms, in the 
remaining 30 these symptoms had gradu- 
ally diminished and the patients were com- 
paratively comfortable. This did not nec- 
essarily mean that the disease was cured, 
or was becoming cured. Fatalities usually 
result from intra-urinary dissemination of 
the infection, a fact which supports the 
prevailing surgical opinion, namely, that 
renal tuberculosis is a progressive disease 
eventually destructive to life in the major- 
ity of cases. Fortunately, the progress of 
the disease is often slow and usually from 
the standpoint of clinical or diagnostic 
features, at least, primarily unilateral. 


Prognosis Following Surgical Treatment 


The average results obtained by the 
surgical treatment of urinary tuberculo- 
sis are as follows: Operative mortality, 5 
per cent.; late mortality, 15 - 20 per cent., 
permanent cure, 50 per cent. The remain- 
ing patients usually live for many years, 
although they harbor foci of active tuber- 
culosis. 


Symptomatology of Clinical 
Renal Tuberculosis 


The picture of clinical renal tuberculo- 
sis may be quite varied. Patients seek as- 
sistance at a comparatively late stage of 
the disease. This is true because of the 
usual insidiousness of the onset and the 
fact that the early symptoms are not 
alarming. The primary symptoms in the 
majority of cases originate from the blad- 
der—frequency, urgency and burning on 
urination. Pain referable to the kidney is 
also a very frequent complaint. This pain 
is usually dull or aching in character and 
sometimes only a feeling of heaviness. 
Hematuria may frequently be the present- 
ing symptom. There is usually a charac- 
teristic pyuria in an acid urine. 
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Diagnosis 

Space does not permit of dealing mi- 
nutely with the various phases of urological 
examination for these particular cases, but 
cystoscopy, ureteral catheterization, as 
well as pyelography and cystography have 
so brought to perfection our armamenta- 
rium that present day diagnosis is almost 
a positive conclusion. 

Our aim is not merely to determine that 
tuberculosis of the urinary tract exists but 
to ascertain exactly where the infection is 
and to what extent destruction has oc- 
curred. It is with this in mind that pa- 
tients are subjected to a thorough routine 
examination and complete cystoscopy. 

Patients with genital tuberculosis should 
always have a most thorough examination 
to establish the possible coexistence of 
renal tuberculosis, such a complication oc- 
curring much more frequently than has 
been recognized. 

Incidence 

The age incidence of renal tuberculosis 
is between twenty and fifty, with a few 
cases before or after that period. Males 
have been said to be more susceptible than 
females. 

During the past decade a marked dim- 
inution in the incidence of tuberculosis in 
general has been accompanied by a dimi- 
nution in the incidence of urinary tuber- 
culosis. 

Treatment 

So-called pre-clinical tuberculosis should 
be treated medically. If no real destruc- 
tion has taken place, the patient should 
have the benefit of careful medical care, 
placed in a sanatorium where he may have 
the advantage of supportive hygienic 
treatment and heliotherapy. 

If a destructive lesion supervenes dur- 
ing medical treatment or, as happens more 
often, the case on presenting himself 
usually shows a destructive lesion, surgical 
measures should be instituted. 

Destructive unilateral renal tuberculo- 
sis is always surgical, and nephrectomy 
should be performed, unless the patient’s 
general condition contra-indicates sur- 
gery. The body has the power of develop- 
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ing (through general hygienic measures 
aided by heliotherapy) a decided resigt. 
ance to the action of the tubercle bacillus: 
such resistance should be encouraged and 
raised to a maximum before surgical mea. 
sures are employed. 


Anaesthesia 


Spinal anaesthesia is the anaesthetic of 
choice for nephrectomy, especially in rena] 
tuberculosis. 

Surgical Procedure 

The kidney with as much of the ureter 
as possible is removed through the usual 
lumbar hockey incision by means of the 
electro-surgical knife. This method gives 
a better chance for primary healing of the 
wound. 


Postoperative Treatment 


The healing of operative wounds and of 
bladder and ureteral lesions will take place 
in direct proportion to the general resist- 
ance of the patient. 

Wang has made some valuable contribu- 
tions to the treatment of postoperative tu- 
berculosis of the urinary tract. Rest, fresh 
air, quartz light, tuberculin and medical 
therapy are employed. 

In the majority of cases vesical lesions 
heal without further treatment after the 
kidney has been removed. 


Remarks 


At the time when active symptoms of 
renal tuberculosis are manifest and such 
patients come under the observation of the 
urologist, destructive lesions are present, 
and if the disease is unilateral, nephrec- 
tomy is indicated. But, does not future 
progress lie in the discovery of the earliest 
lesions, before destructive changes have 
taken place and the disease has become 
disseminated throughout the urinary and 
genital tracts? Is it not possible that if 
those who care for cases of pulmonary, a 
well as other types of general tuberculo- 
sis, regularly searched the urine for the 
presence of tubercle bacilli, and made 
guinea pig inoculations, that occasional 
very early cases of renal tuberculosis 
would be detected? If the earliest lesions 

(Continued to page 26) 
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The Diagnosis Problem in 
Pulmonary Tuberculosis 


MeTHODs for diagnos- 
ing pulmonary tuber- 
culosis have been so 
standardized in the past 
few years that the general practitioner 
should readily detect an early lesion. Cer- 
tain criteria have been set up and em- 
phasized, such as fatigue over a period 
of time, a history of one or more attacks 
of pleurisy particularly if accompanied by 
effusion, cough, loss of weight and hemor- 
rhage. A preponderance of any of these 
symptoms should at least indicate a strong 
probability of tuberculosis. If added to a 
majority of these symptoms we have 
fever, particularly afternoon rise, plus 
night sweats the diagnosis becomes more 
sure. To clinch it we take an x-ray pic- 
ture for corroboration. Finally we ex- 
amine the sputum which, if containing 
tubercle bacilli, makes the diagnosis cer- 
tain. 

If the above simple criteria are kept in 
mind and found in a patient it does not 
seem possible to miss a case of pulmonary 
tuberculosis. And still we find sad blun- 
ders repeatedly made both on the part of 
the general practitioner and the chest spe- 
cialist. The latter often blunders the 
wrong way, diagnosing tuberculosis with- 
out positive criteria instead of giving the 
patient the benefit of the doubt. To illus- 
trate—recently a patient after taking ill 
with high fever, cough, expectoration and 
pleurisy was diagnosed as serious tuber- 
culosis because the chest consultant heard 
dry rales over the left apex. The x-ray 
showed a dense shadow above and below 
the clavicle. The sputum however was 
hegative to tubercle bacilli. The patient 
Was sent to the sanitarium with a guarded 
Prognosis. In five weeks she was perfectly 
Well. She had an apical pneumonia. 


How often do we receive lung malig- 
lancies with roentgen diagnosis of tuber- 
tulosis. A simple rule and an old one to 
follow is “never to diagnose tuberculosis 
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positively from x-ray 
shadows if the sputum is 
negative.’ Suspect it al- 
ways, but think of oth- 
er possibilities. Basal lesions though often 
tuberculous are often something else if the 
sputum does not contain tubercle bacilli. 
Of course lam not discussing healed lesions 
nor thickened pleura in x-ray pictures. I 
refer to lesions with clinical symptoms. 

Failures to diagnose tuberculosis are 
getting less common but failure to diag- 
nose the degree of tuberculosis present is 
still prevalent and fraught with serious 
results to the patient. It is not sufficient 
to make a diagnosis of minimal tuber- 
culosis unless the patient is put to bed 
and strictly observed with frequent roent- 
genograms. The beginning lesion of today 
if exudative in character may be wide- 
spread in a month. Again to illustrate two 
rather unfortunate incidents. A young 
married woman was diagnosed as begin- 
ning pulmonary tuberculosis in January. 
She was not put to bed until March and 
in April came to the sanitarium. The 
January x-ray showed a small lesion under 
the left clavicle, the April x-ray showed dis- 
semination with cavity formation in both 
lungs. An attempted bilateral pneumotho- 
rax was unsuccessful. If in January the 
correct diagnosis had been made, that is, 
acute exudative lesion, and pneumothorax 
induced when the contralateral lung was 
still uninvolved, this patient would in all 
probability be alive and well today. 

I have a patient whose x-ray ten months 
ago showed a small central lesion in the 
left lung. She was treated at home by a 
supposedly careful physician and after a 
couple of months allowed exercise. In all 
the ten months no control by x-ray was 
exercised. The patient losing weight, was 
sent to the sanitarium where an x-ray 
showed extensive involvement in both 
lungs. The original x-ray picture is evi- 
dence that a pneymothorax could have 
been easily performed on the left lung and 
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thus have prevented in all probability in- 
fection to the right. It now becomes neces- 
sary to perform bilateral pneumothorax 
with slim chances of a result. The error 
in the above two cases will be attributed 
by many to incorrect treatment. I attribute 
it to incorrect diagnosis and careless sub- 
sequent observation. Naturally, correct 
diagnosis and treatment go hand in hand. 
The latter fails if the former is faulty. 
Perhaps our classification is wrong or 
let us say in the light of present knowledge 
it should be amended. According to the 
National Tuberculosis Association classi- 
fication, cavity means advanced tubercu- 
losis. Still, acute exudative tuberculosis 
may begin with a cavity which will disap- 
pear under careful bed rest or under 
prompt pneumothorax. Again, a so-called 
minimal or beginning lesion unless recog- 
nized as inflammatory may rapidly spread. 
Advanced tuberculosis should apply to old 
or fairly old fibrotic or thick-walled cav- 
ities, not to acute thin-rimmed ones. Per- 
haps with more care in observing clinical 
symptoms and history, the constant taking 
and meticulous interpretation of blood 
findings and sedimentation tests, and the 
repeated study of sputum, paying atten- 
tion to number of bacilli and their charac- 
ter, we will be able through association 
to better interpret x-ray shadows as ex- 
udative, infiltrative or fibrotic. Naturally 
a short paper of this character will not 
permit delving into the nature of infec- 
tion. Suffice it to say the toxins of any 
germ act differently on different soil and 
no one knows the real reason why the 
same bacillus causes rapid destruction in 
one individual and not in another. 
Tuberculosis is still a leading cause of 
death between ages fifteen and thirty in 
spite of the fact that the general death 
rate for disease places it seventh on the 
list. In all our preventive work today we 
should concentrate on this young class and 
attempt to diagnose the disease early be- 
cause it has been definitely proven that 
75% of all patients when first seen by a 
physician are amenable to some form of 
collapse therapy. The statement of years 
ago still holds, namely, that over 80% of 
minimal tuberculosis can be arrested and 
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the patient restored to his place in Society 
If this be true then a great responsibil, 
great responsibility 
is placed upon the physician to properly 
diagnose his patient. He must not rely 
upon any one method. He cannot always 
depend upon physical signs because per- 
cussion and auscultation may be absolutely 
negative in the presence of a well defined 
x-ray lesion. A situation I always consider 
most serious for the patient is the pres. 
ence of a small lession upon the x-ray pie- 
ture with no lung dullness and practically 
normal breath sounds but a definite history 
of tuberculosis extending over a few weeks 
with some cough, fairly high afternoon fe. 
ver and occasional night sweats. This js 
the picture of an inflammatory lesion, 
These are the symptoms in embolic 
pneumonia of which in recent weeks | 
have seen several cases. The patient is 
quite ill but physical diagnosis gives no 
hint of his trouble. The x-ray picture, 
however, will show a small consolidation 
under a clavicle or a peculiar looking ex- 
cavation almost like a cavity at the base 
or in the center of the lung. The blood pic- 
ture will often differentiate the condition 
from exudative tuberculosis if the sputum 
is negative to acid fast bacilli or, as is of- 
ten the case, there is no sputum obtainable. 
In the strictly embolic pneumonia we have 
a high white count, 20,000—25,.000 with 
a preponderance of neutrophiles. This type 
of pneumonia may eventuate into an acute 
form of tuberculosis and therefore when 
the diagnosis is made the patient should 
be kept in bed for several weeks after 
temperature is normal. These patients 
simulate tuberculosis because they lose a 
great deal of weight during their illness. 
The above few brief reflections attempt 
to call the profession’s attention to a defi- 
nite problem which still exists in the diag- 
nosis of pulmonary tuberculosis, particu- 
larly the acute inflammatory forms. It be 
hooves us all to try at least to place a be 
ginning pulmonary tuberculosis in its prop- 
er class or type. If doubt exists, safety de 
mands that the patient be kept at absolute 
rest in bed under careful clinical and x-ray 
observation. Only in this way may we avoid 
the responsibility of all too many unneces 
sary deaths, especially in young patients. 
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Empyema in Infants and Children 


INFLAM MATION OF THE 
PLEURA is a very common 
affection and manifests it- 
self as a primary or secon- 
dary process. Until recent years pleurisy 
as a primary condition was regarded as 
a frequent occurrence, but in the light of 
present day knowledge by far the large 
majority of instances of inflammatory 
pleural lesions are secondary to some pre- 
existing condition. Primary pleurisy with 
effusion may result, however, in tubercu- 
lous infections and in traumatic injury to 
the chest wall. 

Empyeina must be regarded as a type 
of pleurisy, but due to certain pathological 
peculiarities of the condition it is usually 
considered as a distinct entity. In infants 
and children primary empyema or pleurisy 
with effusion is a very rare occurrence, 
and in a great majority of the cases pus 
in the pleural cavity is the result of a pre- 
existing lobar or broncho-pneumonia. (he 
pneumococcus is the most frequent organ- 
ism found on smear and in culture, being 
the exciting factor in about seventy-five 
percent of the cases. The streptococcus is 
the next most frequent offender, being fol- 
lowed by the staphylococcus, influenza ba- 
cillus and other organisms common to the 
respiratory system. 

Post mortem pathological studies have 
shown conclusively that pneumonic lesions 
in infants and children differ greatly from 
those found in adults. In lobar pneumonia 
all stages of the pneumonic process from 
congestion and red hepatization to resolu- 
tion may be found in one small circum- 
scribed area and in practically all speci- 
mens evidence of bleb formation at the 
periphery of an involved portion is found. 
This bleb formation may be microscopic 
or macroscopic and in all probability em- 
pyema in these cases is due to rupture of 
these blebs, or the resulting irritation of 
the adjacent pleural covering of the lung. 

The anatomical structure of the infant 
and childhood chest is such that effusions, 
either transudative or exudative, do not 
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early gravitate to the de- 
pendent portion of the 
chest. These effusions seem 
to follow the lung margins 
and tend to become inter-lobar early in 
the condition, and it is not until several 
days have passed that the effusion grav- 
itates to the base of the affected side. This 
fact brings up the question of when to 
evacuate an effusion and how should it be 
done. 

In years past the children’s wards of 
hospitals were cluttered up with so-called 
chronic empyemas. The tragic picture of 
emaciation and deformity which these pa- 
tients depicted is one that is now seldom 
seen. Advances in technique and diagnosis 
have been great and it is due to these ad- 
vances that a more rational method of 
treatment is now used in these cases. 

In foliowing a case of lobar or broncho- 
pneumonia, empyema should always be 
regarded as a possible complication. Daily 
chest examinations should be done and any 
change in breath sounds, palpation signs 
and percussion tones noted. The fever 
chart should be of great diagnostic impor- 
tance, especially if correllated with the 
chest findings. If empyema is suspected 
early and if there is not a great deal of 
respiratory or cardiac embarrassment a 
few hours may pass before any procedure 
is attempted. This elapse of time permits 
fixing of the mediastinum and precludes 
the possibility of sudden shock due to re- 
moval of fluid from the chest. 

The diagnosis of empyema definitely 
made leaves but one alternative, and that 
is drainage. Empyema should always be 
dealt with as an abscess cavity and as 
such evacuation is the only method of 
treatment. In recent months much work 
has been done on the type of drainage to 
be used, and this merits further discus- 
sion. 

In the past it has been dogmatically 
stated that as soon as empyema has been 
diagnosed open drainage should be re- 

(Continued to page 26) 


13 


; 

, 
J 
i 


DISEASES OF THE CHEST 


DECEMBER 


Rehabilitation at Altro Workshops 


THE PATIENTS of the 
Altro Workshops had a 
party June Ist to celebrate 
the completion of twenty 
years work. In their letter to the staff, 
the chairman of the patients’ organiza- 
tion wrote “we have unanimously adopted 
a resolution wherein be extended to you 
their sincere congratulations in recogni- 
tion of the commendable manner in which 
you have carried on a work so outstanding 
in the field of social rehabilitation and 
wish you continued success in attaining 
the ultimate purpose in the task to which 
vou so resolutely set yourselves.” 

Twenty years is not long in the life of 
institutions, but it has seen a radical 
change in the social care of the tubercu- 
lous, and the conception of the possibility 
of rehabilitation, and in the treatment of 
the patient. The public attitude was for- 
merly one of fear and its primary, almost 
sole interest, was to protect itself. The 
worker in the tuberculosis movement, doc- 
tors, nurses, lay and social workers, were 
affected by the fears they helped to devel- 
op, and our medical and social treatment 
was built upon a series of Don’ts. 

Fear on the part of the patient is one of 
the greatest handicaps in the community 
fight against tuberculosis. In rehabilita- 
tion the mental problems ‘are often more 
difficult to cope with than the physical 
problems incidental to his disease. After 
months and often years of invalidism, long 
periods of institutionalization with its 
compulsory regime of rest and relief from 
all responsibility, many factors remain to 
challenge all our resources. 

Slowly we are building a positive philo- 
sophy in our dealings with patients and 
their families. This has probably been in- 
fluenced by the experience which has dem- 
onstrated that many patients can get bet- 
ter; that relapses can be reduced and fam- 
ilies returned to a self-sustaining level. 

Some of us may remember Dr. Jose- 
phine Baker of the Division of Child 

*Director of the Altro Workshops, Bronx, New York. 
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- Hygiene of the New York 
City Department of Health 
and her slogan that “public 
health is purchasable.” 

In the prevention, and perhaps more go 
in the treatment of the tuberculous, we are 
dealing with a complex situation in which 
medicine is interwoven with sociology, 
economics and psychology. 

This was brought home to us in the ex- 
periment that led to the starting of the 
Altro Workshops in New York City. 4 
study of graduates of Bedford Hill Sana- 
torium, the country branch of Montefiore 
Hospital, disclosed a very high percentage 
of relapses among patients discharged as 
improved or better. Within six to eighteen 
months after sanatorium care the “good 
prospects” showed a loss of over 50% due 
to death or relapse. Another study of pa- 
tients from Otisville, a municipal sana- 
torium, disclosed similar results. 

A three year experiment, started in De- 
cember 1913, sought to answer two ques- 
tions. Is it possible to reduce this high 
rate of relapse? Can the tuberculous be 
rehabilitated socially as well as physically? 

Very early in the experiment it was 
found that medical and social care, as im- 
portant as they are in the care of patients 
after sanatorium, did not meet the needs 
of the group who on discharge from the 
sanatorium were unable to work full day 
in normal industry. 


Many patients discharged from the 
sanatorium make a sufficient recovery to 
enable them to return to a full-time job. 
Sometimes an interested employer makes 
the return easy. The wage earner, with 
moderate or advanced tuberculosis, whose 
disease has been improved or has reached 
a condition of apparent arrest, but whose 
work capacity is limited, presents the 
greatest problem. For many patients 
there is a wide gap between sanatorium 
treatment and normal industry. 

Once tuberculous always an invalid and 
usually chronically dependent, is the un- 
informed opinion of most people, while at 
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the other extreme we have a placement of- 
fice in a large Canadian city which was 
reported to have said that the tuberculous 
patients present no problem to social 
workers because they do not find this 
disease a handicap in placing patients. 

To meet the needs for industrial care in 
addition to medical and social care of the 
tuberculous, the Altro Workshops were 
started in June 1915. Industrial convales- 
cense, a scheme of graduated work under 
medical supervision, carries the patient 
from a three-hour day to a full day. Pro- 
ductive work is provided with working 
conditions and pay comparable to indus- 
try. Work and rest is on an individual 
basis prescribed on periodic examination. 
It is a hardening process and preparation 
for work in industry. 

In physical surroundings as well as in 
method, an attempt is made to stimulate 
the conditions of normal industry. While 
we appreciate his handicaps, we always 
try to keep before the patient as his ulti- 
mate goal liberation from charitable relief 
and medical care. It is often difficult to 
make the patient understand the philoso- 
phy of the workshop. After spending six 
months to two years with institutional 
treatment and depending on charitable as- 
sistance for the necessities of himself and 
his family, the patient is interested in 
wages if he is at all ready to return to 
work. 

Work is a recognized therapeutic agent 
for the reconstruction of mind and body. 
The realization brought to the patient that 
he is not destined for the scrap heap is 
often more pbtent than the medication 
prescribed for him. While faith is an es- 
sential element in the cure, the patient 
cannot get well on faith alone. 

As part of the social care at the Altro, 
the family is assured the necessary mini- 
mum income. When relatives are not in 
a position to assist, the patient receives 
the necessary minimum in his pay enve- 
lope. This minimum is made up of earn- 
ings and a subsidy. Pay is on a task basis 
and never less than the best or union wage 
for similar work. 

The patient is said to be responding 
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satisfactorily if in the course of time his 
hours of work increase, which indicates 
improvement in his physical condition, 
and his earnings increase, which means 
greater efficiency and application. 

The success of the Altro was predicated 
on its ability to dispose of its output. The 
equipment, modern throughout, with live 
steam pressing and many labor-saving and 
fatigue-reducing features, is similar to 
that found in many factories. Uniform 
making which includes all kinds of wash- 
able garments for use in hospitals, hotels, 
industrial plants, etc., was chosen because 
approximately half of the patients apply- 
ing for care had come from some branch 
of the needle trade. The workshop was 
neither organized nor planned as a train- 
ing school. The practice is to follow the 
method that enables the patient to earn 
quickly and to increase his earnings while 
working. The newcomer begins to earn 
the second day, and when he regains his 
health he may return to his old trade or 
be considered for vocational training or 
retraining. Exceptions are made where a 
patient is interested in the garment trade 
or has special aptitudes and would like to 
continue at this trade after graduating 
from the Altro. 

In 1915 most physicians were skeptical 
as to the possibilities of the tuberculous 
being able to work indoors and particular- 
ly at such sedentary work as sewing. 
(Even then the fable about light outdoor 
work had been exposed. As one critic put 
it, the only light part of most of the jobs is 
the pay). In addition to the doctor who 
warned us against hemorrhages and 
worse, there was the successful manufac- 
turer who assured us that patients who 
had warmed steamer chairs for many 
months or even years could not turn out 
saleable standard merchandise, and pa- 
tients who had received charitable as- 
sistance for a period of time would not 
want to work. In the administration of 
subsidy to wages, we recognized that hu- 
man nature may be weak; that in addition 
to the spiritual and physical values of our 
scheme there must be an economic urge. 
The budget on which the subsidy was based 
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was more generous than the relief allow- 
ance of any charitable agency. As the pa- 
tient’s earnings increased he was permitted 
to retain part of this increase so that he 


found it paid to earn. With most patients — 


it was put on a higher plane. The com- 
munity was providing a minimum wage 
because they believed the patient was try- 
ing to get well and thereby save the cost 
of further hospitalization. As they earned 
more and required less subsidy they freed 
money for the care of other patients, and 
indirectly were contributing toward 
others. Just as the medical treatment and 
prescription of hours of work were on an 
individual basis, the social treatment 
varies depending upon the patient, his 
personality, intelligence and background, 


and our skill in securing his cooperation. 


Some patients make an effort to increase 
their earnings only as the subsidy is re- 
duced or discontinued. Considerable care 
was exercised so as not to bring undue 
pressure. The patient’s physical condition, 
his progress at the workshop, and the 
factory manager’s report on patient’s ef- 
forts and reasonable expectation as to 
earnings are all considered. Under no 
conditions are patients permitted to work 
more hours than prescribed by the medical 
examiner. 

The workshop in its twenty years has 
operated on a five day week, the maximum 
hours no higher than that of the best shop 
in the industry. This was nine hours first, 
later eight hours a day and since the N.R. 
A. practically seven hours a day or 36 
hours a week. Every patient spends the 
full working day at the workshop. He 
rests before lunch; he works again from 
two o’clock until 3:30 and then rests until 
dismissal time. As his condition improves 
and working hours are increased, the rest 
periods are reduced until he is working a 
full day. After working a full day he is 
considered for graduation into industry 
after review by the Medical Committee. If 
they concur with the medical examiner 
who is present at the examination by the 
members of the Medical Committee, the 
patient is then advised that he is ready for 
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return to normal industry. Some patients 
are ready for placement and the problem 
is one of getting a job. Others are refer. 
red for retraining or even further training 
at their old jobs. The State Bureau of Re. 
habilitation has been extremely coopera- 
tive in providing this training. After re. 
training they are ready for placement. 
During the last few years placement ip 
jobs has been extremely difficult and 
many have had to secure public relief, 

Because of limited facilities, patients 
with fair or good prognosis are given pref- 
erence. Otherwise there would be a very 
small turnover, and with a daily average 
of 130 patients, very few new patients 
would be admitted. Ninety per cent are 
patients who on admission are rehabilita- 
tive cases and in the opinion of the medical 
examiner will be able to graduate in from 
one to three years. Ten percent are per- 
manent sheltered cases. 

There are a large number of patients in 
need of permanent sheltered employment, 
who, because of extensive tuberculosis or 
other disabling diseases which limit their 
productivity, cannot return to normal 
industry but can work part time, often up 
to seven hours a day, in a sheltered work- 
shop. 

When the new workshop was built in 
1924 it was planned so that another story 
and a half could be added to care for an 
increasing number of these permanent 
sheltered patients. This has had to be 
postponed for lack of funds. Many of 
these patients are prematurely condemned 
to the scrap heap. At home they are a drag 
on the family, often not welcome. At the 
hospital they are a nuisance, or at best 
occupying a bed needed for the acutely ill 
patient. They just don’t belong. 

The demonstration of the Altro Work- 
shops is significant because the funda- 
mentals of care can be applied to those 
suffering from other chronic diseases and 
the lesson is valuable also for the large 
industries. Not only can relapses be cut 
down radically, but these men and women 
can be made partially, or completely self 
supporting. 
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Stop! Rest! 


TWENTY-FOUR months 
ago, as this is written, I en- 
rolled in an institution of 
learning dedicated to teach- 
ing its student body, literally, how to live. 
Unlike other schools, it discourages mental 
activity and serious study. It sets no def- 
inite time for the completion of its course, 
but it holds, in general, that the most con- 
scientious loafer shall make the swiftest 
progress toward graduation. 

Not only does it applaud mental lazi- 
ness, but it absolutely taboos athletics, 
and regulates strictly the physical ex- 
ercise taken by its students. The well-kept 
campus, with its fine pines and spruces, 
maples, magnolias, and elms, boasts no 
stadium, no baseball diamond, cinder track, 
swimming pool, tennis courts—nor even 
a set of clock golf. Slow walking, in fact, 
is the only outdoor sport allowed by the 
authorities. The school motto (a cheer 
being out of the question) is “Take it 
easy.” For, to make a mystery of it no 
longer, the institution is a sanatorium for 
the treatment of tuberculosis. 


To say that this school teaches one how 
to live is merely to state the bald fact. 
Take its lessons to heart, and you may and 
probably will go on living, barring unfore- 
seen complications ; treat them lightly, and 
you certainly will not. 


Had I known years ago what I have 
learned since entering the institution, | 
should perhaps never have needed to enter 
it. But how many normally healthy people 
do know anything about tuberculosis, un- 
less they have been related by blood or 
friendship to some one afflicted with it? 
To me it was ~ne of those diseases other 
people get. The pos.‘b‘l’ of developing 
it myself did not enter my head. I had a 
Vague notion that it was a slum sickness. 
As to how a person contracted it, or why, 
or what its symptoms were, I was in utter 
ignorance. 

Some people remarked that it seemed 
strange that a big, strong (one even added 
handsome) man like me should get tuber- 
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culosis. But I have learned 
that the bugs are no re- 
specters of a man’s size or 
muscular equipment, nor 
are they impressed by his social or eco- 
nomic status. A large proportion of my 
fellow students stand over six feet tall. 
Among them have been truck drivers, 
university professors, plumbers, advertis- 
ing men, lawyers, physical directors, 
stockbrokers, chain-store clerks, furniture 
salesmen, college youths, high-school boys, 
tool-makers, rich men’s sons, silver buff- 
ers, doctors, and what-are-you. Eugene 
O’Neill is an alumnus; so is Albie Booth. 

To develop an active case of tuberculo- 
sis, regardless of your size and muscle, all 
you need do is to become so run down that 
your resistance loses its potency against 
germs. In that condition you are fair 
game for any voracious virus in the vi- 
cinity. It is at just such a moment that the 
TB bug, already present in the lungs of 
most people, goes into action. 

For many years I was an editor by day 
and a writer by night. It was my custom 
to dose myself with coffee and write until 
I fell asleep at the typewriter. A very silly 
way to live. 

The insidious feature of tuberculosis is 
that one can have it in active form for a 
long time without displaying any symp- 
toms; not only that, but the first symp- 
toms to appear may not immediately sug- 
gest tuberculosis except to a specialist. 
Thus, unrecognized, it gains headway, so 
that by the time it is detected it may have 
progressed into an advanced or moderately 
advanced stage. I know now that I must 
have had it for years before realizing that 
I was actually ill. And after realizing | 
was ill it took almost a year more to dis- 
cover what was the matter with me. In 
my ignorance I mistook the effects of 
physiological infection for the effects of 
psychological aberration. 

In the late winter and spring of 1932 I 
encountered increasing difficulty in writ- 
ing. Work which normally I ought to have 
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been able to do in a week took me three or 
four, and wasn’t up to par. Editors told 
me my stuff was dull, that there was no 
life in it. I myself felt this, but rewriting 
only made the work duller and more life- 
less than ever. At length I reached a point 
where I couldn’t write at all. 

I had a magazine article to do. It dealt 
with a subject that interested me and of 
which I had, in addition to a mass of col- 
lected material, considerable first-hand 
knowledge. It was an article that should 
have written itself, but it didn’t. And I 
couldn’t write it. I couldn’t get properly 
started. But how I did try! 
~ Every morning at eight-thirty (I am 
one who believes a writer should keep of- 
fice hours) I would go to my worktable, 
read over the two or three pages I had 
ground out the day before—and tear them 
up. For a little while this difficulty in 
starting did not worry me. I have almost 
always had to grope and struggle for 
satisfactory beginnings, owing to a dub- 
ious habit of trying to frame felicitous 
paragraphs instead of going straight to 
the point. When day after day went by, 
however, and the time stretched into 
weeks, yet I could still get no forrader, 
but felt my mind growing blanker and 
more blank, I began to realize that some- 
thing must be wrong. 

My mind, God knows, had been blank 
enough even in my most fluent days, but 
that had been a different kind of blank- 
ness, a normal, healthy blankness. It had 
not, for instance, been a prelude to over- 
powering drowsiness, except very late at 
night. But.now, after an hour or two of 
straining to produce a paragraph, I be- 
came so sleepy that there was nothing for 
it but to lie down and sleep. This, mind 
you, at ten o’clock in the morning. I 
wanted to work. I needed to work. I had 
work to do, but I vouldn’t do it. A dis- 
concerting situation. 

A little knowledge, to coin a phrase, is 
a dangerous thing. Like many others in 
this enlightened age, I had picked up a 
smattering of psychopathology, and I 
now brought it to bear on my condition. 
“The trouble with you,” I told myself, “is 
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that you’re a quitter. This writing bug. 
ness has got you licked. You can’t write, 
and you'll never be able to write. You're 
finished, and you know it. But you don't 
want to face the fact. Your ego can’t stand 
reality. So you go to sleep. It’s the old 
escape mechanism.” 

I did not like being called a quitter, even 
by myself. Although my daily failures haq 
pretty well convinced me it was true, | 
did not want to admit that I was licked. 
So I kept on plugging away, some morp- 
ings turning out a few painful para- 
graphs, other mornings not a line, before 
falling asleep. 

Thinking my incapacity might perhaps 
be the result of staleness and lack of exer- 
cise, I decided to try a few days of loafing 
in the mornings, with a little tennis in the 
afternoons. With work crying to be done, 
however, I could not make my mind relax; 
while as for the tennis, one of my major 
passions, I had scarcely energy enough to 
stagger through one set. I went back to 
my attempts to work, hoping desperately 
that some miraculous morning the fog 
would be lifted and the way made clear. 
It was a vain hope. 

Yet in spite of the fact that obviously 
I was not myself, it still did not occur to 
me that I might be seriously ill. I was thin 
and had little appetite, but attributed 
these factors to worry; also I had a slight 
cough, but that I attributed to cigarettes. 
Another phenomenon more disturbing was 
this: sometimes, on rising from a chair, 
I experienced what I can describe only as 
a “rush of blood to the head’’; everything 
went black for a few moments, and I felt 
dizzy and had to hold on until my head 
cleared, to keep myself from falling. ! 
didn’t know quite what to attribute this 
to, but had a vague notion that a sluggish 
liver might be to blame. And then, as the 
good old silent movie titles used to put it, 
came a day... 

Driving from my Connecticut home t 
New York, I suddenly felt myself losing 
consciousness. I had to exert all the will 
power I possessed to keep from going 
under. The attack was brief. A few sec 
onds, and it had passed off, leaving 4 
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queer, prickling sensation in my legs as 
it went. But though brief it was fright- 
ening. I had half a dozen such seizures 
in the course of a couple of hours, but 
weathered them by gritting my teeth and 
forcing myself to stay conscious and hold 
my car on the road. That drive scared me 
into going to a doctor. 

Itold him my symptoms. He placed his 
stethoscope over my solar plexus and my 
heart and listened briefly. “Been worry- 
ing?” he asked. I admitted it. “Smoking 
a lot?” he asked. I admitted that, too. 
“You’ve got,” he pronounced, “a case of 
nervous shock.” 

He ordered me to forget about work, to 
lie around outdoors, to drink a quart of 
milk daily, and to cut down on smoking, 
which was doing my heart no good. When 
I objected that work was imperative, he 
modified his order. I was to loaf as much 
as possible, but in any event, after lunch 
every day I must lie down for at least half 
an hour with my chest exposed to the sun. 
This last bit of advice was the worst he 
gave me, for contrary to general belief, 
sunshine not only is not good in cases of 
pulmonary tuberculosis, it is often dan- 
gerous. But then, of course, though I 
showed four of the common symptoms: 
loss of weight, loss of appetite, abnormal 
fatigue, and a persistent cough, my doctor 
did not know I had tuberculosis. 

However, home I went, quite cheered 
up, cherishing my newly identified ail- 
ment. It was a relief to know that there 
really was something the matter with me 
and that | hadn’t been malingering after 
all. It was with a feeling somewhat akin 
to pride that I announced to my wife and 
my friends that I was suffering from ner- 
vous shock. Their sympathy was most 
enjoyable. I basked in it for several days. 
And drank milk. And broke cigarettes in 
half (but smoked the halves in swift suc- 
cession). And exposed my chest to the 
sun. And coughed harder than ever. And 
felt more sleepy and tired. And wondered 
how long it would be before I should get 
Well. (I am wondering still.) 

I wondered also, the doctor having made 
N0 explanation, exactly what nervous 
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shock might mean; and, remembering the 
title of a book called “Outwitting Our 
Nerves,” I borrowed a copy from the li- 
bary. To my surprise and chagrin I dis- 
covered on reading this excellent book that 
my nerves, as such, were quite all right; 
that nervousness has nothing to do with 
the condition of the nerves themselves. 
The symptoms loosely labeled “nervous” 
this or that spring from either a physical 
infection of some kind or a mental afflic- 
tion. Having said nothing of any physical 
infection, the doctor who had examined 
me presumably had found none. By elim- 
ination, therefore, my ailment must be a 
product of my mind. Thus, in effect, I was 
led right back from my comforting state 
of real illness to my discomforting previ- 
ous state of neurasthenia. There was, how- 
ever, a glimmer of light in the murk. My 
so-called nervous shock was nothing more 
nor less than a damaged psyche, but this 
(said the book) could be repaired by an 
effort of will, a determination not to give 
in. 


I made the effort. Abandoning for a 
time the article which had become as- 
sociated in my mind with the idea of fail- 
ure, I tackled another and despite fatigue, 
drowsiness and muddle-headedness, man- 
aged to finish and sell it. But the cheer- 
fulness this feat induced was short-lived. 
I couldn’t write anything else no matter 
how hard I tried or how often I assured 
myself that I was ill only in my imagina- 
tion. 1 was so befuddled at times that I’d 
find myself standing in a store unable to 
remember what I’d gone in to buy. By 
late afternoon my legs would feel as 
though I had on diver’s boots. Never be- 
fore had I known such overwhelming fa- 
tigue, or been so utterly discouraged, or 
seemed to myself so utterly worthless. And 
then, as though to prove my trouble spir- 
itual and not physical, I suddenly entered 
upon a period of great activity. 

A certain public-relations counsel invited 
me to work with him for a few weeks on a 
publicity campaign. There was a lot to be 
done and very little time to do it in. From 
having been in a sort of state of suspended 
animation, I came to life and worked at 


19 


| 


DISEASES OF THE CHEST 


high pressure. My daytime drowsiness 
disappeared. I commuted fifty miles morn- 
ing and evening—except when I worked 
too late to go home—dashed about in sub- 
ways and taxis, telephoned, dictated, 
banged the typewriter, smoked like a 
chimney, and enjoyed every minute. My 
morale shot up like a stratosphere balloon. 
My appetite came back. But I continued 
to cough with increasing violence and had 
night sweats, and so I went to a new doc- 
tor to try to find out why. 

This second savant came closer to the 
truth than had the first. He found that my 
blood pressure was too low (another col- 
lateral symptom of TB) and that there was 
some “inflammation” in my right lung, 
and he said I was badly run down and 
ought to go away for a rest. When I ex- 
plained that I had just started on a new 
job and simply could not go away, he 
shrugged somewhat wearily and _ pre- 
scribed pills for my cough, a tonic for my 
general condition, and as much rest as I 
could get. 


On a later visit, when I told him I oc- 
casionally coughed up traces of blood, he 
again said I ought to go away for a rest. 
“There isn’t a thing I can pin on you,” he 
said, “but you’re suspicious.” I repeated 
that going away was out of the question. 
He then advised me to spend each week 
end in bed, from Saturday afternoon to 
Monday morning. 

This seemed to do me so much good 
that I had the brilliant idea that a whole 
week in bed might cure me entirely. The 
difficulty -was so to arrange my work that 
I could leave the office for that length of 
time. (I have been amused since at the 
importance I then attached to the span 
of a week. Up here, where we think in 
terms of years, a week is nothing). How- 
ever, the arrangement was made. I went 
to bed and relaxed and began to feel weak 
and ill. A few days later my wife, who 
had been making inquiries unknown to me, 
heard of the chest specialist who is head 
of the institution where I am now and 
drove me up to see him. As luck would 
have it, he happened to be one of the best 
men in the country. It took him only a 
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few minutes with a stethoscope and , 
tapping finger to reach a verdict: tuberey. 
losis in both lungs. X-rays taken the same 
day confirmed his finding. 

Now, some will say that mine was 
special case: that I was more susceptible 
to imaginings and neurosis than ordinary, 
decent, non-writing folk. The fact is that 
my experience was a common one. More 
than fifty percent of my fellow patients 
were treated by their own doctors for 
almost everything except tuberculosis. 

The average doctor—the general prac. 
titioner—is not very familiar with tuber. 
culosis. He does not recognize it and 
seems loath to suspect its presence. He js 
not necessarily to be blamed for being un- 
able definitely to diagnose the disease by 
ear; it is impossible to detect some cases 
by stethoscope and percussion alone. But, 
considering its prevalence, he is to be 
blamed for not oftener suspecting its 
presence when two or more common 
symptoms are manifest. 

I shall never understand, even should 
he explain, why the scientist who con- 
sidered me “suspicious” neglected to verify 
or disprove his suspicion by means of a 
tuberculin test, a sputum analysis, and an 
x-ray. 

What does it mean to have tuberculo- 
sis? Well, sixty years ago it meant you 
were done for. Today, provided it is de 
tected in time, it means a long bout of 
“curing’—how long, no one can tell in 
advance. Today it is no longer generally 
dreaded. This is, in a way, rather a pity. 
People know little or nothing about it, but 
they have a vague notion that it is under 
control. There is even in some quarters 3 
disposition to belittle the seriousness of 
the disease. “Oh,” said a friend of mine 
cheerily, “they’ve got TB pretty wel 
licked nowadays.” The reply to that 1s 
“Oh, yeah?” 

It is true that tuberculosis specialists 
have developed in recent years methods 
of treatment which, when scientifically 
applied, help to effect a large proportio 
of so-called “cures.” It is true that thor 
sands of cases which only fifteen yea! 
ago would have been considered hopele 
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are today successfully arrested. It is true 
that the national tuberculosis death rate 
has been reduced from over 200 per 100,- 
000 population to 60 per 100,000 (the rate 
is 47 in Connecticut). But it is also true 
that this disease is still the first cause of 
death in the 15-to-45 age class. 

They won’t have TB really licked until 
the rank and file of general practitioners 
learn enough about it and take sufficient 
interest in it to diagnose the incipient or 
minimal cases while those cases are still 
minimal. 

And then they won’t have it really licked 
until sanatorium or hospital beds are made 
available for all active cases. It is esti- 
mated that there are some 700,000 active 
cases in the United States. There are only 
90,000 sanatorium beds. It is said that 
there are (at the time of writing) about 
70,000 vacant beds in hospitals; but many 
hospitals refuse to take tuberculosis pa- 
tients. 

Thousands and thousands of men and 
women are forced by the lack of sana- 
torium facilities or the lack of money to 
pay for sanatorium treatment to take the 
cure at home as best they can under the 
care of their own physician, who may or 
may not know what it is all about. People 
can and do get well who cure at home, 
but comparative vital statistics prove the 
proportion of recoveries among them to 
be lower and the death rate higher than 
among sanatorium patients. 


There is another important point to be 
considered in any discussion of tubercu- 
losis, and that is that no two cases are 
alike and that treatment effective for one 
patient may be inapplicable or valueless 
toanother. They may have TB pretty well 
licked in Tom’s case, but not necessarily 
in Dick’s or Harry’s. 

Among the things I have learned in this 
school is that the TB road is not a level 
highway over which one can gallop tri- 
umphantly to health. It is a tortuous lane 
that dips into valleys and twists around 
hills and doubles back on itself and seems 
at times to peter out like a wagon track 
ina pasture. A small proportion of pa- 
tients, usually those fortunate enough to 
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have had early diagnosis, make steady 
progress toward recovery. But the major- 
ity have ups and downs. Their course is 
analogous to that of a story hero who 
escapes shipwreck to find himself on a 
cannibal island ; escapes from the cannibais 
only to be caught by head-hunters; flees 
from the head-hunters into a river full 
of crocodiles; and so on, until at last he 
reaches the spot where the Marines have 
landed and have the situation in hand 
(where he is lucky if he isn’t shot as a 
spy). My own course has been very much 
like that; as a result, while I am at present 
hopeful as to my eventual recovery, I am 
keeping my fingers crossed. I have found 
that it doesn’t pay to take too much for 
granted. 

It used to be thought that climate was 
a vital factor in the treatment of tuber- 
culosis. The first step was to pack off the 
poor victim to the Adirondacks or the 
Rockies or the Great Smokies or even the 
Swiss Alps. In those resorts (if he didn’t 
die of loneliness and homesickness first) 
he got better or worse as much in spite of 
as because of the rarified atmosphere. 

The Connecticut climate in which I have 
been curing is anything but ideal. It is 
capricious and changeable, hot and muggy 
in summer, cold and clammy in winter. 
When the sanatorium in which I am a 
student was founded—the first in this 
state—people scoffed at the idea that TB 
could be cured in such a climate. Yet the 
proportion of cures here is as high as in 
more loudly touted resorts, if not, indeed, 
higher than in most of them. Of all the 
patients this institution has treated in the 
31 years of its existence, 64 percent are 
living today—a remarkable record. True, 
in certain cases complicated by conditions 
such as asthma, a mild, dry, equable cli- 
mate may be helpful; but for tuberculosis 
far more important than dry air or alti- 
tude is the intelligent and skillfui handling 
of each case as its individual peculiarities 
may require. 

An important factor is discipline. One 
reason why this sanatorium has such a 
splendid record is that its medical staff 
regulates strictly the activities allowed 
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each patient according to his or her con- 
dition, and the nursing staff sees to it that 
patients adhere to the prescribed limits. 
This rigid supervision is necessary, for 
without it most patients would be far too 
active for their own good. 

The basis of modern treatment is REST. 
Few persons who haven’t been in sana- 
toria know the meaning of the word as we 
are taught to use it. To us, rest means bed. 
It means lying flat in bed. All else is exer- 
cise. Sitting up in bed, sitting on a chair 
or recliner, reading, writing, playing soli- 
taire, eating, talking—all these, in somg 
degree, are exercise. This is among the 
things you have to learn; one of the hard- 
est things. Lying in bed is irksome, espe- 
cially when you feel quite well—as many 
do—and it is easy to invent pretexts for 
getting up. 

I can speak with authority as to the irk- 
someness of lying in bed, having been 
what is known as a “strict bed” patient 
for twenty-two months. During the first 
six I was allowed, twice a week, to sit on 
a chair while my mattress was being 
turned and to stand on the scales every 
Saturday to be weighed. Then I took an 
accidental turn for the worse and for the 
next thirteen months was not allowed to 
get out of bed for any purpose whatever. 
After that came a couple of months of 
having a bathroom privilege; that is, 
walking to and from the bathroom once 
a day. Then a touch of grippe, followed 
by a hemorrhage and strict bed again. 

Visitors in puckish mood sometimes say 
they envy us our being able to lie all day 
in bed, and»offer to change places with us. 
I remember that in the old days I, too, 
used occasionally to wish I could go to bed 
for a month or two. Perhaps it would be 
fun if it were a voluntary indulgence. Cer- 
tainly it would be a more profitable way 
to spend a vacation than the ways many 
people choose. But twenty-four hours a 
day in bed under compulsion is not fun, 
particularly when—as it is bound to be in 
tuberculosis—one’s sentence is indetermi- 
nate. I’ve heard many a patient say he’d 
rather be in prison, for then he’d at least 
know when he would be allowed to get out. 
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While bed rest, the value of which was 
established by Dr. Edward Livingston 
Trudeau some fifty years ago, remains the 
foundation of TB treatment, it is supple. 
mented today, when possible, by rest 
mechanically imposed on the lungs them. 
selves. In effect this is analogous to ep- 
casing a bone fracture in a cast so that its 
knitting shall not be interrupted by move- 
ment. 

Tuberculosis is seldom, if ever, totally 
cured. Its progress is arrested. This means 
simply that the tubercle bacilli are brought 
to a state of suspended activity. When 
active in a run-down body, they kill the 
tissue cells. Rest, proper nourishment, and 
pure air tend to build up bodily resistance 
to them. Gradually—this is what takes the 
time—they are walled up behind patches 
of scar tissue (fibrosis) whieagrows over 
the affected areas. Bed rest, minimizing 
the necessary movement of the lungs, pro- 
motes the growth of this scar tissue. 

But though it reduces the lung move- 
ment, bed rest alone does not stop it. There 
is still enough motion to retard, or possibly 
prevent, healing. Hence the use of collapse 
therapy, to enforce absolute rest and im- 
mobility on the affected parts by putting 
the lung partially or completely out of ac- 
tion. As a rule if both lungs are diseased, 
only one, the worse of the two, is collapsed, 
placing the burden of breathing on the 
other. 

The simplest and commonest method of 
collapsing a lung is known as artificial 
pneumothorax. Invented over forty years 
ago by an Italian named Forlanini, but 
subsequently neglected, this treatment has 
been in use in this country only about fif- 
teen years. It was reserved at first as 4 
last resort for patients apparently in ez- 
tremis. Nowadays in up-to-date sana- 
toria it is tried on all but the very lightest 
and the completely hopeless cases. Pneu- 
mothorax consists in introducing sterile 
air, through a hypodermic needle, into the 
space (pleural cavity) between the wall 
of the chest and the outer covering of the 
lung. 

Please note that this is not a process of 
“injecting air into the lungs,” as one of 
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our journalist-medicos has stated in his 
column and as newspaper stories often 
have it. Injecting air into the lung would 
be as useful as injecting water into the 
ocean. The air goes on the outside of the 
lung. Carefully administered, a little at a 
time, the pressure of this air squeezes the 
lung down until it can not move. At least 
that is what happens if the patient is 
lucky. 

I was not. I had too many adhesions. 
Which means that instead of merely being 
held against the chest wall by vacuum, my 
lung was stuck to it in several places, 
bound to it by tough bands of tissue. 
This is a common condition in tuberculo- 
sis. In some cases the diseased portion of 
the lung can be collapsed in spite of the 
adhesions. In many others the steady air 
pressure before mentioned breaks them 
down. Mine happened to be too thick and 
tough. In still other cases the adhesions 
can be cut, but the nature of mine made 
that operation (pneumolysis) out of the 
question for me. 

The doctors were anxious to collapse my 
right lung because there was a hole in it. 
Such holes are called cavities, and the proc- 
ess of healing them over through fibrosis 
may be hastened if they can be squeezed 
shut and held shut by compression. My 
cavity was being held open by the down- 
ward pull of adhesions attaching my lung 
to my diaphragm. To relieve this down- 
ward pull, the doctors had recourse to 
phrenicectomy. Through an incision just 
over the collarbone, they removed a sec- 
tion of my phrenic nerve, the nerve which 
controls the right half of the diaphragm. 

The effect of this operation is to par- 
alyze the hemidiaphragm, which rises sev- 
eral inches, pushing up the bottom of the 
lung and preventing any further up-and- 
down movement. It was hoped that with 
the downward pull on the lung eliminated, 
the pressure of pneumothorax would close 
the cavity. But in this business nothing can 
be guaranteed. As it turned out, though 
the adverse pull of some adhesions was 
relaxed, there were enough others to hold 
the cavity open. 

The doctors had another trick up their 
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sleeves. Having failed with pneumo, they 
tried oleothorax; oil injected into the tho- 
rax instead of air. This oil not only exerts 
a steady pressure on the lung, but also— 
if the patient is lucky—exerts a softening 
effect on adhesions, causing them to break 
or stretch and break. 

It took a few months, but eventually the 
oil began to work and to close the cavity. 
In the interim I nearly died one evening 
by choking during a hemorrhage. Fortu- 
nately there was an oxygen tent at hand 
for such emergencies. If there hadn’t been, 
I shouldn’t have pulled through. As it was, 
I was pretty well “blued up,” as one of the 
nurses put it, before I was able to breathe 
again. But that’s too grisly an episode to 
expand upon here, except to add that when 
it was over, I found out what it is like to 
have a genuine case of nervous shock. 

The oil did collapse my lung to a large 
extent, though not enough to close the cav- 
ity completely. Usually when one lung is 
collapsed, the other quite soon adjusts it- 
self to doing all the work, so that the 
patient’s short-windedness passes off. For 
some reason my “good” lung did not make 
this adjustment. For months I was so 
short-winded that I could not even turn in 
bed without getting out of breath. Because 
of this and the fact that the oil was evi- 
dently not going to do all that had been 
hoped, the doctors did not replenish the 
supply. 

At length, as more and more of the oil 
was absorbed into my system and its 
pressure lessened, my breathing became 
easier. | was able to move in bed and to 
cough without gasping like a landed fish. 
I even managed to totter the few steps to 
the bathroom and back. But my wished-for 
and hard-won collapse disappeared. And 
whether or not my cavity will heal with- 
out further artificial aid only time will 
show. 

Such aid will of necessity be surgical. 
By means of intercostal neurectomy—ex- 
cising portions of the nerves controlling 
the motion of the ribs—my right lung, al- 
ready motionless vertically as the result 
of the phrenic operation, can be rendered 
entirely immobile. If immobility should 
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prove ineffective, and if permanent, total 
collapse of the lung seems necessary, that 
can be accomplished by means of extra- 
pleural thoracoplasty. This consists in cut- 
ting a length out of each rib on the af- 
fected side and closing the gap, so that the 
chest wall, reduced in capacity, automat- 
ically keeps the lung compressed. 

I am hoping I shall not need thoraco- 
plasty. Not only is it no pink tea, but there 
is a rather grim irrevocability about it. 
Suppose the “good” lung, which in my case 
isn’t any too good, should prove unequal 
to the strain. That would be too bad. How- 
ever, nothing ventured ....! Besides, I 
know several people who have undergone 
it and been saved by it and even enabled 
to live moderately normal lives. And what 
is the risk of dying compared with the 
chance of reentering the world and really 
living again? 

There are no sensory nerves in the 
lungs. Consequently tuberculosis is pain- 
less. This is a pity. If it were painful, it 
would give early notice of its activity. 
Some of its complications, notably dry 
pleurisy, involve pain, but for the most 
part such suffering as tuberculosis causes 
is mental. 


The initial shock of learning that they 
have the dread disease is more than some 
persons can bear; the prospect of the long 
course of treatment overwhelms others; 
still others can not endure the restraints 
of sanatorium discipline and routine, while 
others give in to homesickness. These peo- 
ple who are unable to adjust themselves to 
the circumstances are beaten before they 
start. A serene and philosophic attitude is 
of the utmost therapeutic value. 


It is an attitude not easy to maintain, 
especially in the beginning. It is not easy 
to adjust oneself to an existence which, in 
contrast to a busy life, seems like a sort of 
living death. It is hard to reconcile oneself 
to doing nothing, to becoming a parasite. 
It is hard to go away from those one loves, 
not knowing how long the separation is to 
last, not knowing for certain that one will 
ever return to them. If only every phase of 
the cure were not shrouded in uncertainty ! 
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Well, it is, and one must make the beg 
of it. 

And lest I seem to have written in a gy. 
perior strain, as though I had found it easy 
to be philosophical and resigned, I hasten 
to admit that I am no stranger to either 
discontent or despair. I have known them 
both intimately. But since I am writing not 
from exhibitionist motives, but from a de- 
sire to spread information, I shall spare 
you the spiritual details of my own case. 

This one feature at least is certain: that 
we who travel the TB road must consider 
ourselves forever after marked men and 
women. We must bear in mind—not to the 
point of developing a psychosis, but simply 
as a gyroscopic influence—that we carry 
within us the seeds of our destruction. For 
though when we are discharged as “cured” 
those seeds may be securely packaged in 
fibrosis, it requires but one or two indis- 
cretions to tear the package and release 
them. We must resign ourselves to circum- 
spection and moderation. Or else we are 
likely to find ourselves back in school for 
a post-graduate course, in worse condition 
than before. The known rate of relapse is 
twenty percent. One-fifth of the patients 
annually admitted to sanatoria have had 
previous sanatorium treatment. Many of 
these repeaters have relapses through no 
fault of their own but because they were 
discharged prematurely. How many have 
relapses who did not cure in sanatoria in 
the first place or who do not return to 
sanatoria can only be guessed at. 

From force of circumstances we lungers 
learn to appreciate the laws of compensa- 
tion. I, for instance, shall never again 
taste the bittersweet joys of tennis. But by 
the same token I shall never again have to 
worry about my backhand. I shall never 
be able to plunge in and save a million- 
aire from drowning—not that I ever did, 
but I knew that I could, and the idea was 
an amusing one to play with. But after all, 
I tell myself, there is no record, outside of 
light fiction, that saving a millionaire 
would be a profitable enterprise. The 
chances are, in view of the tax situation 
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and the state of the market, that the poor 
wretch wouldn’t even say, “Thank you.” 

I shall have learned in this school, by 
the time I am ready to be graduated, how 
long to work, how long to sleep, how much 
and what kind of exercise to take—in 
short, how to live. For the cure is not 
over When you leave the sanatorium, even 
this sanatorium, which hag a policy of 
keeping patients, in so far as}possible, un- 
til they are fit to return to their old jobs. 
I shall have learned what I may do with 
probable safety. The trick will be to do no 
more. 

As I lie looking forward to the magic 
day when the boss doctor will examine me 
and tell me I may go home, I sometimes 
wonder... Will this experience, granting 
that I survive it, be of any value to me? 
Will it have strengthened my character, 
broadened my outlook, increased my men- 
tal power, sweetened my nature? Or will 
it have been a mere unmeaning interlude, 
a cruise to nowhere? 

In his biography of Cardinal Mercier, 
John A. Gade quotes the great priest thus: 

“Suffering accepted and vanquished will 
place you in a more advanced position in 
your career, will give you a serenity which 
may well prove the most exquisite fruit of 
your life.” 

Il wonder. I hope that will be true of me. 
It isn’t yet. I doubt, I gravely doubt, that 
I shall be radically different from the per- 
son I was. I should like to find myself in 
a more advanced position in my career, 
whatever that is to be in the future. I 
should like to be serene. And tolerant of 
my fellow man. And grateful for small, 
mercies. But I wonder. I’m not sure—I 
don’t think it’s in the wood. 

I imagine I shall emerge from my own 
bout with bacilli much the same as when 
I went into it. Sadder, for the lost years. 
Wiser, in certain ways. But just as foolish 
in other ways—just as vain and frivolous 
and intolerant and extravagant, particu- 
larly the last. I know I ought, when I go 
home, to be grateful for the open sky 
above and the ground beneath, grateful 
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for freedom and, indeed, for life itself. 
But already I begin to hanker for the 
fleshpots. I see myself mortgaging my fu- 
ture to buy the most expensive record- 
changing phonograph on the market (with 
records to match) and an expensive, beau- 
tifully built car. I shall want a big, 4uin- 
ous car, and I shan’t be happy till I get 
one. 


Idiotic? Of course. But that’s the person 
I’ve always been. Probably it is as well 
that I have not changed. For if ever I am 
so radically changed that I no longer yearn 
for things I have no right to want, I shall 
know that I am done for at last. 


EWENS, A. E., An Overlooked Factor in Suscep- 
ae the Common Cold. West Virginia M. 
This article is a plea that greater atten- 

tion should be paid to the uvula as a fac- 

tor in the causation of coughs and “colds.” 

In the absence of a known bacterial cause, 

or causes, for these common and trouble- 

some affections and the improbability that 
serological treatment would be of avail 
even if the bacterial cause were known, 
is it not beside the mark to transfer at- 
tention to structural abnormalities of the 
nose and throat, which, conceivably, may 
tend to lessen resistance to catarrhal in- 
fections. Acting on this idea, the author 
has found that the routine employment of 
staphylectomy, or removal of the uvula, 
for the treatment of habitual clearing of 
the throat and paroxysmal cough has been 
beneficial, and, a rather amazing fact, has 
also exercised a remedial influence upon 
catarrhal conditions of the entire upper 
respiratory tract. After following up his 
cases, the author has come to the conclu- 
sion that staphylectomy checks suscepti- 
bility to “colds” in more than fifty per 
cent. The beneficial results from this op- 
eration are seen, objectively, in the reduc- 
tion of chronic post-nasal engorgement to 

a degree that definitely facilitates nasal 

breathing, and the characteristic signs and 

symptoms of pharyngeal and naso-phar- 
yngeal catarrh are rendered permanently 
less pronounced. 
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EMUPYEMA IN INFANTS AND CHILDREN 


sorted to. This is indeed a radical position 
to assume and at the present time this 
type of treatment is not resorted to unless 
other procedures fail. The criteriae in any 
case of empyema should be early and ad- 
equate drainage, with especial stress on 
adequacy. It is felt that closed drainage 
as well as repeated aspiration, in many 
cases, will effect a complete cure. 


For the past few months on the service 
at both white and colored units of Grady 
Hospital, Atlanta, Georgia, multiple aspir- 
ation treatment has been tried and has 
proven to be successful in many cases. 
Several cases have also been treated with 
air replacement and this too has proven 
to be of value in certain instances. This 
method of approach has been carried out 
with complete surgical supervision and co- 
operation and such surgical intervention 
that has been necessary has been done. 


The following procedure in many of our 
cases has been the rule. With daily exam- 
inations it is felt that a great majority of 
the cases have been diagnosed early, and 
when diagnosed enough time is taken to 
allow the fluid to coalesce and gravitate 
to the dependent portion of the pleural 
cavity. A pleural tap is then done and all 
of the fluid removed. The fluid is replaced 
by almost an equal quantity of air, by the 


PRESENT DAY CONCEPTIONS OF RENAL TUBERCULOSIS 


are detected and the patients placed in a 
sanatorium where they may have the ad- 
vantage of general hygienic measures and 
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(Continued from page 13) 

multiple syringe method. Following this 
procedure an x-ray is taken and if no ad. 
hesions are present this method is contip. 
ued at intervals or as rapidly as the em. 
pyema cavity fills. With air replacement 
and in the absence of adhesions the lung 
on the affected side is partially collapsed 
and this aids materially in that pus forma. 
tion seems to be curtailed. 


Adhesions of the pleura are a contra- 
indication to air replacement and when 
this condition is present multiple aspira- 
tion alone is done at intervals. If the ab- 
scess cavity can be evacuated completely 
and if the pus is not too thick to drain 
through the aspirating needle, this pro- 
cedure is carried out, in many of our 
cases, until complete recovery. At times, 
however, the empyema cannot be ade- 
quately drained with aspiration and in 
these cases surgery is immediately resort- 
ed to. 


It is hardly necessary to state that every 
case of empyema is a distinct problem unto 
itself and that no hard and fast rules can 
be applicable to each case. In some in- 
stances it is felt that due to the general 
condition of an infant or child immediate 
closed or open drainage should be done, 
and in a few of our series this has been 
done with equally as successful results. 


(Continued from page 10) 

heliotherapy may we not look forward to 
the possibility, in many instances, to the 
arresting by healing of early renal lesions, 


Modern Hospital - Medical & Surgical 
Equipment of the Best. 


VALMORA SANATORIUM 


The Old Valmora Ranch : Valmora, New Mexico 


Cc. H. GELLENTHIEN, M.D. 
Superintendent and Medical Director 


Over Thirty Years Experience in the Treatment of Tuberculosis 
and Chronic Diseases. Booklet on Request 


Roomy, Comfortable Cottages with 
Sleeping Porch & Private Bath 
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the same as takes place in extra urinary 
foci? Also, by recognizing the fact that 
persistent pyuria and dysuria often denote 
renal tuberculosis, and that if in all such 
cases thorough study be made, fewer cases 
would pass the stage when the disease is 
surgically curable. Furthermore, with the 
building up of resistance (a body force 
which has often been clearly demon- 
strated in the study of tuberculosis) the 
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end results, when surgery is employed, 
would be more satisfactory. Lastly, the 
treatment of each case based upon the 
individual analysis will give the best as- 
surance of permanent alleviation of symp- 
toms, having in mind that tuberculosis is 
a general disease, and that positive rules 
for its management are no more applica- 
ble to cases of renal tuberculosis than to 
tuberculosis located elsewhere in the body. 


ASHEVILLE 


North Carolina 
"Che Land of the Sky” 


ELMHURST SANATORIUM 


In the “Land of the Sky” 
ASHEVILLE, NORTH CAROLINA 
Small private sanatorium where individual care is 
given. Graduate nurses in constant attendance. 
Rates $10.00 per week and up 
Mrs. M. L. Howell, Mgr. 


FAIRVIEW COTTAGE SANITARIUM 


Overlooking city and mountains. Liberal diets, menu 
system. All types of accommodations. Rates: $12.50 
to $15.00 per week, exclusive of medical care. 


“Write for illustrated booklet” 
ASHEVILLE NORTH CAROLINA 


AMBLER HEIGHTS SANITARIUM 
A modern sanitarium fully equipped for the 
treatment of pulmonary tuberculosis 
Descriptive literature upon request 
Edwina M. Richardson, R. N., Supt. 
ASHEVILLE NORTH CAROLINA 


ZEPHYR HILL SANATORIUM 


For the treatment of tuberculosis and chronic 
diseases of the chest. 
Medical Staff: 
C.H.Cocke,M.D. S.L.Crow,M.D. J.W. Huston, M.D. 
Mrs. W. I. Abernethy, Superintendent 
ASHEVILLE NORTH CAROLINA 


St. Joseph Sanatorium 
(Conducted by the Sisters of Mercy) 
Fireproof, steam heat. All rooms have private sleeping 


porches with private or connecting baths. Graduate 
nurses in attendance. 


ASHEVILLE NORTH CAROLINA 


HILLCROFT SANATORIUM 


Biltmore Station, Asheville, N. C. 


For the Treatment of all forms of Tuberculosis 


Annie L. Rutherford, R. N., Superintendent 


SUNSET HEIGHTS SANATORIUM 


All rooms with porches, many with private or connect- 
ing baths - wonderful view of city and mountains. 
Open to all physicians of Asheville. 

Miss Minnie Gibbs, R. N., Superintendent 
ASHEVILLE NORTH CAROLINA 
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VIOLET HILL SANATORIUM 
Owned and operated by Mrs. Florence Barth 
Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 


ASHE VILLE NORTH CAROLINA 
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ABSTRACTS 
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ROLES, F. C., and TODD, G. S.: Bronchiectasis. 
Brit. M. J., 2: 639. 


The authors have studied, at the Bromp- 
ton Chest Hospital, 106 cases of bronchi- 
ectasis of all types, with a view to estab- 
lishing the prognosis under the various 
types of treatment in vogue. The period 
of observation was never less than three 
and up to six years. Their cases are class- 
ified as “dry” when there is no expecto- 
ration, “septic” when there is purulent 
sputum, ang “fetid” when the sputum is 
copious and foul. “Simple” cases, with 
occasional sputum, seem to have as bad 
a prognosis as those which are consist- 
ently “septic.’”’ They find that bronchiec- 
tasis which receives only medical treat- 
ment is an extremely fatal disease, since, 
during the period of observation, of 49 
cases treated thus, 23 are dead and nine 
totally incapacitated. Of the remainder, 
only four were “dry”’ five years from diag- 
nosis. 

It is suggested that in order to secure 
early diagnosis of cases of bronchiectasis 
all doubtful cases of hemorrhage and 
cough in which tuberculosis has been ex- 
cluded by ordinary x-ray examination 
should again be x-rayed after lipiodol in- 
jection. It-is emphasized that a lateral 
x-ray examination is necessary in some 
cases where screening shows an appar- 
ently unilobar distribution of the lipiodol. 

As regards operative procedures, phren- 
ic evulsion is found to be of doubtful 
value; it is not indicated where lobectomy 
is at all possible. It may be used when 
artificial pneumothorax is contemplated. 
Thoracoplasty is a useful operation in ad- 
vanced unilateral disease and will render 
existence more tolerable for the patient 
and for his friends. It should never be 
contemplated when only one lobe is in- 
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volved. Artificial pneumothorax now finds 
its chief use as a preliminary to lobecto- 
my, a procedure which has proved to be 
a tremendous advance in the treatment of 
bronchiectasis. Lobectomy in the right 
hands has been shown to have an extreme- 
ly low mortality (only two operative 
deaths in the last 34 cases during the past 
two years at the Brompton.) It is of course 
the only radical method of cure of a local- 
ized bronchiectasis. Its use demands diag- 
nosis with certainty at an early age and 
experienced attention to pre- and _ post- 
operative measures. 


WALL, C., and HOYLE, J. C.: Observations on 
Dry Bronchiectasis. Brit. M. J., 1: 597. 


Since the advent of lipiodol radiography 
the condition of “dry bronchiectasis” has 
been recognized. While the authors have 
only been able to collect 30 published cases, 
they now add to these 20 personally ob- 
served cases. Since these were seen within 
a period of only two years, they suggest 
that this condition is probably quite com- 
mon. Many of the previous cases were rec- 
ognized on account of haemoptysis; this 
has not been a common symptom in this 
series, being present in only five cases. 
Dry cough is the commonest symptom. 
Bronchopneumonia (usually following 
measles, whooping-cough, or influenza), 
during childhood or adolescence, is the 
commonest antecedent condition. The 
bronchiectasis is usually basal; abnormal 
physical signs, such as dullness, dimin- 
ished breath sounds and crepitations, may 
or may not be present. The only certain 
means of diagnosis is by lipiodol radiogra- 
phy. To explain the etiology, the authors 
suggest that if for any reason (as from 
obstruction of bronchioles by exudate) the 
air does not enter the alveoli during in- 
spiration, the force of the inspiratory ef- 
fort is transmitted to the bronchi to which 
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A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. Fully 
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the air has access. If the mediastinum is 
fixed by adhesions so that it cannot move 
towards the side of the threatened vac- 
uum the probability of bronchial dilata- 
tion is greater. 

The two great risks in these cases are 
sepsis, with the development of “wet bron- 
chiectasis,” and serious hemorrhage. None 
of the cases in this series has become sep- 
tic during observation and only two of 
those reported in the literature. Haemop- 
tysis is a much greater risk, although this 
complication, too, is not really common. It 
is usually recurrent, if it occurs at all, and 
may seriously endanger life. Lobectomy 
may be considered in unilateral cases. It 
was not practiced in any of the cases in 
this series. In favor of conservative treat- 
ment is a certain amount of evidence to 
show that the bronchi may sometimes 
spontaneously revert toward their normal 
condition. 


MOSCHOWITZ, ELI: Hypertension of the Pul- 
monary Circulation. Its Causes, Dynamics 
and relation to Other Circulatory States. 
\mer. Jour. of Med. Sc., p. 388. 

Hypertension of the lesser circulation is 
common. It passes generally under the 
name of “pulmonary congestion,” “right- 
sided insufficiency,” or “arteriosclerosis of 
the pulmonary vessels.” It is caused by any 
lesion that increases the peripheral re- 
sistance within the lesser circulation. The 
most common causes are mitral disease, 
especially mitral stenosis, emphysema, 
whether primary (senile) or secondary 

(asthmatic), infiltrating lesions of the 

lung (chronic tuberculosis with indura- 

tion, bilateral pleural synechiae, chronic 
interstital pneumonia, tumors), kyphos- 
coliosis, patent ductus arteriosus and com- 
munications between the two sides of the 
heart. A sustained hypertension of the 
lesser circulation leads to arteriosclerosis 
of the pulmonary vessels. A “primary” 
sclerosis of the pulmonary vessels, if it 
exists at all, is extremely rare. There is 
an inter-dependence in the incidence of 
arteriosclerosis of the greater and lesser 
circulations. The compensatory dynamics 
following hypertension in the lesser circu- 
lation are described. The physical signs of 
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hypertension in the lesser circulation are 
those brought about by the compensatory 
mechanism. In the main these are: Ip. 
creased venous pressure, accentuation of 
the second pulmonic sound, dilatation anq 
hypertrophy of the right heart, dilatatioy 
of the superficial veins (especially pecto- 
ral), enlargement and tenderness of liver, 
lowered kidney function and infarction of 
the lungs. It is the hypertension and not 
the arteriosclerosis that is responsible for 
this clinical syndrome. As in the greater 
circulation, it is the disturbed function and 
not the anatomic sequence that is at fault, 
A transient (usually) terminal hyperten- 
sion of the lesser circulation arises under 
a number of other conditions. In general 
vascular hypertension, hypertension of the 
lesser circulation may follow mitralization, 
when myocardial insufficiency sets in and 
when there is an associated emphysema. 
This explains, in part, the difference be- 
tween the pale and the cyanotic hyper- 
tensive. In left coronary artery dis- 
ease hypertension of the lesser circulation 
arises only after myocardial insufficiency 
sets in. The so-called “Ayerza’s disease” 
is not a disease, but a syndrome develop- 
ing from any lesion that causes hyper- 
tension and consequent arteriosclerosis of 
the lesser circulation. The constant rela- 
tion of syphilis to this disease is not 
proven. Edema of the lungs may either 
follow or cause hypertension of the lesser 
circulation. Changes in cardiac rhythm 
cause hypertension of the lesser circula- 
tion only when myocardial insufficiency 
arises. There is a likelihood that cirrhosis 
of the liver associated with cardiac dis- 
ease is the result of the increased venous 
tension within the hepatic area and of an 
hepatic arteriocapillary fibrosis. Hyper 
tension of the lesser circulation may be the 
mechanism of the hitherto unsatisfactorily 
explained cyanosis in congenital heart dis 
ease. 
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CASE REPORTS* 
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SPONTANEOUS PNEUMOTHORAX 


James B., age 17, high school boy. Pre- 
sented himself to me Nov. 2, 1935. Family 
history: Father suffered from asthma, 
mother in good health. Brothers and 
sisters in good health. Patient also was 
subject to asthmatic attacks. 

The mother of this boy stated that, at 
birth, he was a forcep delivery case and 
that at that time his chest was badly 
crushed, as a result of the instrumental! 


delivery. He had never been very strong. 
History of present illness: After play- 
ing rather strenuously at school, he 


fainted and was brought home suffering 
from some shortness of breath, which 
had increased. Patient was a tall, over- 
grown boy, height six feet five, weight 
116. The patient stated that he was 
short of breath, was nervous and could 
not sleep, had poor appetite and was 
easily fatigued. His mother feared that 
he might have tuberculosis. He had no 
temperature, his pulse was 100, blood 
pressure 110-85. 

Physical examination: Inspection: 
Showed a pigeon breasted chest, the ribs 
coming to almost an acute angle with the 
sternum, and the anterior posterior diam- 
eter of the chest appeared to be greater 
than the lateral line. The heart beat 
could be visualized only on the right side, 
outside the nipple line. Left side of the 
chest appeared to be bulging, the inter- 
costal spaces being barely visible. Palpa- 
tion, negative. Percussion, showed hyper- 
resonant note over the left lung, with 
cardiac area of dullness over the right. 
Auscultation right lung: Was negative for 
rales and the heart beat could be heard 
in the region of the nipple. Auscultation 
left lung: Showed very faint respiratory 
sounds. Tinkling and metallic sounds 
could be heard following cough and form- 
ation. Heart sounds were normal. 
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Fluoroscopic examination: Showed # 
complete pneumothorax, left side, wifi 
heart displaced to the right, with a small 
amount of fluid in the extreme costaq 
phrenic angle. 
Diagnosis: Spontaneous pneumothoraifl 
of five days duration following violent 
exercise. 750 c.c.’s of air was withdrawn 
by reversing the Floyd Robinson Pneumegl 
thorax Machine. Three days later 50@ 
c.c.’s of air was withdrawn. One wee” 
later the lower lobe was re-expanding (by 
fluoroscopic examination) and the hearga™ 
was returning to its normal position 
The patient was comfortable and was al 
lowed to return to his school work, buf 
cautioned against any physical exertion 
He returned again two weeks later ang 
since the lung was re-expanding he wag 
told to report for fluoroscopic examina 
tion in a couple of weeks and if by chan 
there was any increase of shortness o@ 
breath or any other untoward symptoniaa 
he was to return earlier. q 
Conclusion: It is quite probable tha 
the patient as the result of violent exe 
tion ruptured a small emphysematomm™ 
bleb, which, no doubt existed as the resulam 
of his former asthma. IWL@ 


Loss of LOSS OF WEIGHT has long beam 
Weight regarded as one of the cardinal 

manifestations of pulmonary 
berculosis, but its diagnostic significangyy 
in incipient cases appears to have beg 
exaggerated to a great extent. In vem 
early cases the impairment of nutrition® 
but trifling or absent altogether. Slight 
later in the disease, it is an almost 
variable accompaniment of other syptom™ 
atic disturbances, and is then highly sug 
gestive of tuberculosis. As a general rul@ 
patients exhibiting decided emaciatidg 
have been afflicted for a long time, and 
manifest other evidences of the tuberct 
lous nature of the affection. 
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